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Chaplaincy and the Provision of Spiritual Care 1
KONISHI, Tatsuya
1. Introduction
is article presents an account of the type of universal spiritual care I have practiced as a
chaplain in the United States and Japan, which has been eective in both countries, both
for patients with various religious backgrounds and those we might designate ʻnon-reli-
giousʼ. In Japan, especially, there is a widespread tendency to regard religions as ʻsome-
thing dangerous forcing us to believe blindly irrational thingsʼ, and some people have a
strong allergy to them, I was asked by the management of the hospital where I worked, to
try to provide spiritual care without introducing ʻ religionsʼ. is article presents the results 
of this experience and the functions of the chaplain when part of hospital and medical
teams.
In that, the words ʻcaregiversʼ and ʻcareseekersʼ are used. ʻCaregiversʼ mainly means 
chaplains, and includes healthcare professionals who oer spiritual care. Meanwhile, ʻca-
reseekersʼ means people who receive spiritual care, such as patients and families.
2. ‘Not imposing beliefs’ as a requirement for spiritual care
2.1. Chaplains do not impose their beliefs
Chaplains are a type of minister or member of the clergy. People, therefore, tend to think 
that they provide ʻreligious careʼ, which implies inviting the careseekers to practice certain 
ʻways of lifeʼ according to the teachings of the chaplainsʼ own religions. is, however, is 
not true in fact. Chaplains do not provide care based on a particular religion unless the 
patients or the careseekers request them to do so. It is common for hospital chaplains to 
be in charge of all the patients of certain units, or of the whole hospital.2 is means that 
chaplains care for patients with dierent religious backgrounds from their own. ey are, 
indeed, not allowed to provide care based on their own beliefs or faiths there. In particu-
lar, the spiritual care they oer deals with the careseekersʼ existential lives and ʻ ways of lifeʼ, 
which are related to their core values and the root of their autonomy. us, the ʻimposi-
tionʼ of caregiversʼ beliefs should be strictly avoided. erefore, the rst requirement in 
spiritual care is not to ʻimpose the caregiversʼ own beliefsʼ. 
2.2. e beliefs on which a Spiritual Welfare Index is based
What caregivers should not impose extends beyond their own religious beliefs, to any 
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kind of belief. We are always in danger of imposing certain beliefs unconsciously, and 
must be aware of that. Even spiritual care based on what we may call the ʻspiritual wellbe-
ing indexʼ can be considered impositional because it introduces certain value judgments 
to the care process. 
For instance, let us examine the case of FACIT-Sp (Functional Assessment of Cancer 
erapy-Spiritual),3 which is one of the representative spiritual wellbeing indices. It con-
sists of 12 statements.
Let me show you some of them;
Sp.2 I have a reason for living, which is considered to be based on the value that “We 
should have a reason for living.”
Sp.3 My life has been productive, which is based on the value that “Our life should be 
productive.”
Sp.10 I nd strength in my faith or spiritual beliefs, which is based on the value that 
“We should nd strength in our faiths or spiritual beliefs.”
We can say that these are based on values that are particular, although they may be accept-
able to many.
2.3. ‘Not imposing beliefs’—the beliefs on which Medicine is based
In the strict sense, Medicine itself is based on certain value judgments when the idea of 
ʻbeing healthyʼ or ʻnormalʼ is considered preferable and is the basis of treatment, while the 
concept of ʻless pain is preferableʼ becomes the basis of symptom control. Medicine, which 
operates on such values, is not usually considered to be impositional because these values 
are considered suciently universal to be accepted by most of us, even globally.
e beliefs related to the “way of life” or the existential/spiritual dimension, however, 
are much more individualistic and more directly related to values, and so they should be 
treated in a much more discerning, individualized way.
3. Spiritual care as Support
3.1. e ‘articulation’ of a ‘way of life’
en, what is non-impositional spiritual care? How can we realize such care?
One of the ways to realize ʻnon-impositional careʼ is for the caregivers to support the 
process of the careseekers articulating (=exploring/nding/choosing) their ʻ way of lifeʼ 4  in 
non-directive ways without premising any ʻshould beʼ; that is, avoiding prescriptions 
based on particular values. Such spiritual care supporting the ʻarticulationʼ of the care-
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seekersʼ ʻway of lifeʼ is non-impositional and eective, even in an interfaith situation, 
where the faiths of the caregivers and the careseekers are dierent. Further, the spiritual 
care should be in a form that respects the individuality of the careseekersʼ existential lives. 
(e ʻrespect for individualityʼ is considered one of the essential aspects of care.)
en, how can we explain ʻthe support of the articulation of the careseekerʼs way of lifeʼ in 
a metaphor? If we use the metaphor “life is a journey,” our lives can be described as the 
process of nding or choosing oneʼs direction. In that metaphor, the ʻdirectionʼ corre-
sponds to the ʻway of lifeʼ.
When we cannot nd a direction, which means when we cannot nd a way of life, we 
need to explore and nd one in order to continue our life journeys. To support the process 
of this exploration and nding, is what I dene in this article as the ʻspiritual careʼ that 
supports the C/Sʼs articulation of a ʻway of lifeʼ.
is spiritual care can be provided to patients with various spiritual backgrounds. For 
instance,
1) To the non-religious patients, the caregivers support the articulation of the pa-
tientsʼ ʻway of lifeʼ.
2) To the ʻspiritualʼ patients, who are ʻnot religious but spiritualʼ, the caregivers sup-
port the articulation of the patientsʼ ʻ way of lifeʼ, including the factors in their relation-
ship with the transcendent or the absolute.
3) To the patients with a particular faith, the caregivers support the articulation of 
the patientsʼ ʻway of lifeʼ that embodies ʻwhat their teachings tell themʼ or ʻwhat should 
beʼ derived from their faith, in particular situations of their lives.
3.2. Articulation without imposition
Let me explain more concretely about how we provide the spiritual care. e most basic 
form of spiritual care is one where careseekers talk freely and the caregivers actively listen 
to the careseekers speak ʻas they areʼ.5 e care process or conversation starts without set-
ting an aim, so the outcome is quite unpredictable. Even in the midst of it, the care is 
created in a non-directive way, which means the process moves ahead on the basis that 
ʻthe way to go is open to any possibilityʼ. e job of the caregivers there is to provide ʻun-
derstanding of the careseekersʼ = ʻsupport of the careseekersʼ self-expressionʼ, which will 
be discussed more concretely later.
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4. What careseekers need to do
4.1. Clarication of life circumstances
As mentioned earlier, the basic form of spiritual care is, rst of all, one where the careseek-
ers talk freely. At the same time, however, it is necessary for the caregivers to invite the 
careseekers in natural ways to review the following as deeply as possible in order for them 
to be able to articulate their ʻway of lifeʼ. For instance;
1) What they feel, think and care about in the present situation.
2) eir own understandings and interpretations of their situation, and the circum-
stances of their lives.
3) eir ʻillness narrativeʼ,6 which is about the history of their experience of illness 
since its onset.
4)  e factors forming their identities, such as their families and jobs.
5) eir life histories.
rough talking about these, they can gradually clarify those points, of their own accord, 
and so articulate their ʻway of lifeʼ.
4.2. e examination of foundational beliefs
In a more serious situation, however, careseekers cannot articulate their ʻway of lifeʼ 
through the process described above. It is also necessary for them to review and examine 
their foundational beliefs on life and reect on the following:
1) On their values, which includes “what they value,” “what they really want” and 
“what they ultimately seek.” 
2) On typical fundamental interrogatives on life such as: “What is life?”,“What is the 
true self?”,“What is the real way of life?”,“What is this world?” and “What is the reality 
of this world?”
3) On transcendence, and the absolute; “What is God?”,“How is my relationship 
with God?” and “What is the will of God?”
rough the process where the caregivers support such self-examination in a non-direc-
tive way, the careseekers become aware of new perspectives on these issues, and may nd 
beliefs that are eective even for the present reality. at leads to the articulation of their 
ʻway of lifeʼ.
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5. What caregivers need to provide
5.1. Support of careseekers’ self-expression
What the caregivers need to provide in these processes is ʻthe understanding of the care-
seekersʼ = ʻsupport of the careseekersʼ self-expressionʼ.7 at is the most essential job for the 
caregivers involved in spiritual care. More concretely, the caregivers should grasp and un-
derstand accurately the content of what the careseekers say, nd the appropriate language 
expressions to respond and communicate these to the careseekers in an empathic way. If the 
expressions used by the caregivers are accurate enough for the careseekers, the expressions 
can contribute to the careseekersʼ nding of better and more thorough self-expression.
5.2. Accuracy of Understanding
In the provision of this ʻunderstanding of the careseekersʼ = ʻsupport of the careseekersʼ 
self-expressionʼ the crucial factors are the accuracy of the understanding and the appro-
priateness of the expressions. If the expressions provided by the caregivers are exactly 
what the careseekers want to express, then the careseekers feel that they are ʻunderstoodʼ 
and ʻarmedʼ by the caregivers. at motivates the careseekers to further self-expression. 
rough that, in addition, the careseekers can be free to let go of their conscious selves, be 
honest and natural and awaken to their ʻnaked selfʼ. In that way, the careseekers can artic-
ulate their ʻway of lifeʼ from the standpoint of their ʻnaked selvesʼ.
6. A Case
Let me show you an example of the process that I witnessed during my provision of spiritual 
care.8 is is the case of an end-stage uterine cancer patient in her 70ʼs in the palliative care 
unit of a hospital in Japan. Her symptoms were well-controlled at that time.
I visited this patient on referral from the head nurse of the unit. When I visited her for 
the rst time, she seemed to be deeply worried about her son, much more so than about 
herself. She said, “My son, who is 40 years old and single, quit his job without considering 
his own situation and future. He is not married, has no one to support him nancially, and 
doesnʼt have enough savings. And it is not easy for him to nd a new job again at his age. 
I worry so much about his future.”
At the same time, she was blaming herself for living longer than expected, because she 
thought her son had quit his job because of that. She said “As long as my life continues, 
that hampers his life. I want to go to the ʻother shore (world)ʼ as soon as possible. But I 
canʼt, because my cancer seems to have stopped advancing. It is really painful to live any 
longer in this situation.”
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She continued talking while she could not nd a way to adjust to her reality. And 
then, she spontaneously started her life-review without any invitation from me. In that, 
she talked about her experience of having devoted herself to volunteer activity, transcrib-
ing books into Braille. 
She suddenly remembered a true story, which she heard from someone at that time, 
about someone who gradually lost his eyesight and went blind because of his illness. She 
said, “I was so moved to hear that, because he was always doing his best and overcame his 
hardship.” And at the end of telling his story, she said “He makes me feel that I should not 
say ʻI want to dieʼ even in a situation like mine.” 
Aer this conversation, her attitude towards her life showed some changes. She no 
longer said “I want to die” aer that, and seemed to try to enjoy her precious time with her 
son. Of course, I had not oered any directions to her in the process, such as “you should 
not say ʻI want to dieʼ or anything like that.”
7. In order to listen to careseekers’ words ‘as they are’
7.1. It’s not easy to listen to careseekers’ words ‘as they are’.
From this point, what is required of caregivers in order to practice this spiritual care is 
presented. e most basic and important job for the caregivers is to listen to the careseek-
ersʼ talks ʻas they areʼ.9 It is not as easy as we imagine, however. Generally speaking, we 
tend to distort our interpretations of the words of others (and sometimes even label them 
on our perceptions of who they are) based on our own beliefs, including our biases and 
preconceptions, when we listen to them. . 
7.2. What to do in care
en, what should we do in the care process in order to avoid such distortion? ere are 
several strategies to practice, that are interconnected and overlap;
1) To practice a ʻnot-knowing attitudeʼ toward the careseekersʼ talk, throughout the 
whole process of care. ʻ Not-knowingʼ here means ʻ without thinking that one knows all 
about it alreadyʼ.10
2) To make the best use of our ve (or more) senses, minds, hearts, and spirits and 
listen. In that, caregivers should try to grasp, as a whole, what the careseekers express, 
including the subtle nuances of the careseekersʼ expressions.
3) To try to understand the careseekersʼ words, accurately based on the careseekersʼ life 
context, and nd interpretations aer examining possible alternatives as much as possible.
4) To try to listen without making value judgments such as good or bad, normal or 
abnormal, etc.
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7.3. e need to be non-judgmental
Actually, these four strategies to be practiced by the careseekers, are considered to be the 
expressions of a so-called ʻnon-judgmentalʼ attitude.11 So the issue is whether we can real-
ize our non-judgmental attitude. It is, however, very dicult to do this without having 
certain training in advance. en, what kind of training is necessary?
In order to realize a non-judgmental attitude toward the careseekers, it is necessary 
for the caregivers to be free from their own beliefs. ʻBeliefsʼ here, as mentioned already, 
include biases, prejudices, preconceptions, values, and worldviews as well as religious be-
liefs. en, how can we be free from our own beliefs? One of the ways is to become aware 
of our beliefs through various methodologies, which have been adopted in the education 
of chaplains, such as the CPE (Clinical Pastoral Education) program in the US, which is a 
year-long intensive professional training course.
Let me explain a little bit about the chaplainsʼ educational program. In general, it consists 
of three components; 1) the clinical practice,  2) the didactic sessions and  3) the group work. 
Among them, the group work is especially hard, in the sense that you have to face the 
reality of your past in your life, even if you do not want to remember or face it. e group 
usually consists of 5 to 7 students or candidate chaplains, and 1 or 2 supervisors. Usually 
the supervisors have a long-term special training, normally of ve to seven years.
Let me present just two examples of the group work typically included in the program;12
a) Spiritual autobiography: e rst one is the inquiry into the studentsʼ spiritual 
autobiography or simply ʻlife historyʼ that helps them to become aware of their beliefs 
including the process of how they are formed in their history. In that, it is especially 
important to inquire into the relationship with their parents and the experiences of 
the events which inuence their view on life.
b) Verbatim: e second one is the examination of the verbatim record of the con-
versations between the caregivers and the careseekers. 
As mentioned already, we tend to interpret what the speakers say based on our 
beliefs when we listen to others. is means that we can identify our beliefs through 
the examination of our conversation with others.
rough these group work sessions, we can gradually become aware of and free ourselves 
from our own beliefs, although it takes a long time. Although these are, of course, parts of 
the training program for those who wish to be professional chaplains, this kind of train-
ing might be necessary, to a certain extent, even for the non-chaplain medical sta if they 
wish to provide spiritual care of a certain quality.
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8. e functions of the chaplain
8.1. In the hospital
Lastly, let me present very briey about the functions of the chaplain in the hospital.
e rst one is, of course, the function of providing high quality spiritual care, as 
given by those who have had the professional training mentioned above.
e second function is as a human resource regarding life, death and dying, including 
religion and philosophy.
e third is the function as minister, member of the clergy or professional engaged in 
spirituality; the chaplain can oer religious rituals including prayers, and even the in-
struction of some spiritual practices based on the careseekersʼ requests.
e fourth is the function as a symbol and a representative of the humanistic view-
point. e chaplain can be a symbol by the patients and their families, indicating that the 
healthcare organizations care about the existential side of their patientsʼ lives. Also, for 
instance, the chaplain plays a role in co-chairing the clinical ethics committee of the hos-
pital, as a representative of the humanistic viewpoint.
8.2. In the multidisciplinary team
en, what about the chaplainʼs functions in the multidisciplinary team, especially in the 
hospitals where apart from the chaplain, medical sta also oer spiritual care? e follow-
ing functions are what I actually oered as a chaplain in a Japanese hospital;
e rst is to deal with the dicult cases of spiritual care among the patients and their 
families, which are not easy for the non-chaplain medical sta.
e second is in sta care, which is considered to contribute not only to reducing the burn-
out rate, but also to improving the quality of their care toward the patients and their families.
e third is in education; giving advice and oering education to the sta regarding 
spiritual care (even instruction in some spiritual practices can be given if the sta request.)
e fourth is the role as leader in the planning and provision of spiritual care as a team.
ese are, I think, the functions of the chaplains in the hospital and in the multidis-
ciplinary team.
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